In his presidential address to the Royal Statistical Society in 1951, Professor Bradford Hill gave details of a survey of the day's work of a doctor, based on records kept by doctors during the 12 months which ended July 1, 1939. The two main indices were attendances of patients at the doctor's surgery and visits by the doctor to insured patients, and variations were examined by day, week, and month. The same indices have also been used in surveys of the work of individual practitioners (McGregor, 1949; Pemberton, 1949; Fry, 1952) . In an analysis of clinical records of eight practices, Logan (1953) measured morbidity by recourse to a consultation rate; Crawford (1954) A punch-ard was completed for each doctor-patient "contact"; a contact comprised either an attendance by the patient at the surgery or a home visit to the patient.
The time spent on each "contact" was recorded, and the total time spent on all "contacts" with each patient was calculated at the end of each "episode".* The total number of surgery attendances and the total number of home visits which took place during each episode we also recorded. If a patient suffered from an illness in which periods of normal health were broken by recurring spells of ill-health, each new spell of illness was classed as a separate episode. Other items of information included the patient's age, sex, and marital state, the diagnosis, and the degree of severity of the illness.
In previous surveys of single practices, broad classifications of illness derived from the W.H.O. nomenclature of diseases have been used. The W.H.O. classification is, however, less suitable for use in general practice than in hospital, because the incidence of serious illness is relatively much lower, and an alternative method was employed which involved separate recording of the system most affected and the type of lesion.
*An "episode of illness" is taken as the basic unit of medical care and covers the period of ill-health from onset to conclusion. (from 2 to 7 hours), there was little variation from month to month. When the demand for patient care was heavy during a particular week, the time spent on administrative duties was reduced for that week, but was increased in the subsequent week. The time spent travelling between each visit to a patient was recorded on each day over several weeks; the mean travelling time per visit was 5-2 minutes. This figure was used to estimate the travelling time in a given period.
Monthly variations in respect of time spent in contact with patients and in travelling are shown in Table I . In calculating mean values only bankholidays have been excluded. In all months, excluding February and March, less than 30 hours per week were spent in actual contact with patients and in travelling between them. As would be expected, August had a very low value, and the values for May and December were low compared with those for adjacent months even after allowance had combined accounted for more than one-third of the total time. Degenerative lesions of the cardiovascular system and psychogenic disorders of the nervous system contributed more than 5 per cent. to the total time spent in contact with patients.
We now consider time spent in relation to the number of episodes of illness (Table III) . Although the mean time spent on male episodes was almost identical with that spent on female episodes, there were several sex differences among individual diagnostic groups. The care of a male episode referable to the cardio-vascular system took half as much time again as did the care of a female episode, and there was an even greater difference between the sexes for degenerative lesions of this system (a contributory factor to the sex differences in time spent 
